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Definitions of pain 


An unpleasant sensory and emotional experience 
associated with actual or potential tissue damage, 
or described in terms of tissue damage, or both. 

International Association for the Study of Pain 

(1986) 

“whatever the experiencing person says it is, existing 
whenever he says it does." 


McCaffery's (1968) 


Myths and misconceptions 


Myth 1. 

PAIN IS A RESULT, NOT A CAUSE. 

Myth 2. 

CHRONIC PAIN IS REALLY A MASK FORM 

OF DEPRESSION 

Myth 3. 

NARCOTIC MEDICATION IS TOO RISKY 

TO BE USED IN CHRONIC PAIN. 

Myth 4. 

IT IS BEST TO WAIT UNTIL A CLIENT HAS 

PAIN BEFORE GIVING MEDICATION. 


Myths and misconceptions 


Myth 5. 

POSTOPERATIVE PAIN IS BEST TREATED 

WITH INTRAMUSCULAR INJECTIONS. 

Myth 6. 

PAIN IS A NATURAL PART OF AGING. 

Myth 7. 

1 DON’T WANT TO BOTHER THE NURSE - 
HE/SHE IS BUSY WITH OTHER PATIENTS. 

Myth 8. 

PEOPLE GET ADDICTED TO PAIN MEDICINE 

EASILY. 


Myths and misconceptions 


Myth ?. PAIN MEDICINE SHOULD BE SAVED IN CASE 

THE PAIN GETS WORSE. 

Myth 10. PATIENTS SHOULD EXPECT TO HAVE PAIN; 

IT’S PART OF ALMOST EVERY 
HOSPITALIZATION. 


Concepts associated with pain 


a. pain threshold: the point at which a stimulus is 

perceived as painful 

b. pain tolerance: the maximum intensity or duration 

of pain that a person is able to endure 

c. hyperalgesia/ hyperpathia: 

a heightened response to a painful stimuli or 
increased sensation of pain 

d. allodynia: sensation of pain from a stimuli 

normally not producing pain 


Concepts associated with pain 


e. dysesthesia: 

unpleasant abnormal sensation, 
imitates the pathology of central 
neuropathic pain disorder 

f. sensitization: 

an increased sensitivity of a receptor 
after repeated activation by noxious 
stimuli or nociceptor 

g. wind-up: 

progressive increase in excitability and 
sensitivity of spinal cord neurons leading to 
persistent increased pain 

h. pain perception: 

actual feeling of pain 

i. bradykinin: 

universal stimulus for pain 


• • 


Types of pain 

a. Three basic categories 

> Acute 

> Chronic (non-malignant) 

> Cancer-related 

b. According to location (e.g. pelvic, head, chest) 


c. According to etiology 


Acute pain 

Usually of recent onset and commonly associated 
with a specific injury 

Pain is significant and draws attention to its 
existence 

If no lasting damage occurs and no systemic 
disease exists, acute pain usually decreases as 
healing occurs 

For definitional purposes, acute pain can last from 
seconds to 6 months 


Acute pain 

Examples of causes of acute pain include: 

• heart attack 

• acute appendicitis 

• bone fracture 

• muscle sprain 


prolapsed intervertebral disc of the spine 


Chronic pain 

Chronic pain is constant or intermittent pain that 
persists beyond the expected healing time 

Can seldom be attributed to a specific cause or 
injury 

May have a poorly defined onset and is often 
difficult to treat because the cause or origin may be 
unclear 


Lasts for 6 months or longer 


Cancer-related pain 

May be acute or chronic 

Pain resulting from cancer is so ubiquitous that when 
cancer patients are asked about possible outcomes, 
pain is reported to be the most feared outcome 

Pain in patients with cancer can be directly associated 
with the cancer or a result of cancer treatment or not 
associated with the cancer 

However, most pain associated with cancer is a direct 
result of tumour involvement 


Types of pain - nociceptive 

Nociceptive pain is the term for pain that is detected 
by specialized sensory nerves called nociceptors. 
These nerves are located throughout the soft tissues, 
such as muscles and skin, as well as the internal 
organs. 

> SOMATIC PAIN 

- arises from nerve receptors originating in the 
skin or close to the surface or in the deep 
tissues 

- may be either sharp or localized or dull and 
diffuse 


Types of pain - nociceptive 


> VISCERAL PAIN 

- arises from body organs 

- dull and poorly localized because of the low 
number of nociceptors 

- the viscera are sensitive to stretching, 
inflammation and ischaemia but relatively 
insensitive to cutting and temperature 
extreme 

- often radiates or is referred 


Types of pain - nociceptive 


> REFERRED PAIN 

- perceived in an area distant from the site of 
the stimuli 

- it commonly occurs with visceral pain as 
visceral fibers synapse at the level of the 
spinal cord, close to fibers innervating other 
subcutaneous tissue areas of the body 




(a) Pain In Internal organs 
is often sensed on the 
surface of the body, 
a sensation known 

as referred pain. 


(b) One theory of referred pain says that nociceptors 
from several locations converge on a single 
ascending tract in the spinal cord. Pain signals 
from the skin are more common than pain 
from internal organs, and the brain associates 
activation of tho pathway with pain in the skin. 
Adapted from H.L. Fields. Pam(McGraw Hill. 1987). 
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Types of pain - neuropathic 

Pain produced by damage to part of the pain pathway 

Not associated with true tissue damage; instead, the 
pain pathway is 'misfiring', causing the experience of 
pain without actual injury. 

Neuropathic pain may occur after a disease such as 
herpes zoster infection (shingles), where damaged 
nociceptive nerve fibres in the skin send pain signals up 
to the brain even when no tissue damage is actually 
occurring 

Is classically described as tingling, burning or having an 
electric-shock type quality 


Theories of pain 

Specificity Theory 

> Charles Bell 1811 

> Pain is detected in specific peripheral 
receptors, passes to specialized tracts in 
spinal cord to specific pain areas in the 
thalamus and on to defined pain 
regions in the sensory cortex 


Theories of pain 

Pattern Theory (Intensity Theory) 

> Proposed by Goldschneiderin 1896 and 
expanded by Wedell and Sinclair in 1947 

> No separate systems for receiving pain 

> Instead the nerves are shared with other 
senses like touch 

> Most important feature of pain is the 
pattern of activity in the nervous system 

> Pain is perceived whenever stimulus is 
intense enough 


Theories of pain 

Gate Control Theory 

> Described by Melzack and Wall in 1965 

> Stimulation of the skin evokes nervous impulses that are 
then transmitted by three systems located in the spinal 
cord 

> The substantia gelatinosa in the dorsal horn, the dorsal 
column fibers and the central transmission cells 

> Noxious impulses are influenced by a “gating 
mechanism” 

> Stimulation of the large-diameter fibers inhibits the 
transmission of pain, thus “closing the gate.” 

> Conversely, stimulation of the smaller fibers “opens the 
gate” 

> Gating mechanism is influenced by nerve impulses that 
descend from the brain 


Theories of pain 
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Figure 13-1 Representative nociception system, showing as¬ 
cending and descending sensory pathways of the dorsal 
horn. 









Physiology of pain 


Transduction 

Transmission 

Modulation 


Perception 


Physiology of pain 

Primary sensory neurons - specialized to 
detect mechanical, thermal and chemical 
condition associated with potential tissue 
damage. 

Nociception - physiologic processes related to 
pain perception. 

Nociceptors - specialized pain receptor that 
can be excited by mechanical, thermal and 
chemical stimuli. 


Physiology of pain 

In general, there are 3 types of stimuli that can 
stimulate pain receptors - Mechanical, 

Thermal and Chemical. 

1. Mechanical stimulus - pressure, 
squeeze, pin prick 

2. Thermal stimulus - heat and freezing 
temperature 


Physiology of pain 

Chemical stimulus 

• These are released when the tissue is injured or 
inflamed 

• Make the mechanoreceptors very sensitive to 
pain 

• Collectively called the “P" factors 

> Bradykinin 

> Serotonin 

> Histamine 

> Prostaglandin 

> substance P 


Transduction 


noxious stimuli trigger the release of 
biochemical mediators and cause 
movement of ions across cell membrane 
exciting nociceptors. 
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Transmission 


Includes 3 segments: 

1st segment - pain impulse travels from the PN fibers 
to spinal cord. 

• Substance P - serves as a neurotransmitter, 
enhancing the movement of impulses across 
nerve synapse. 

• Dorsal horn - pain signal is mediated and 
modified by modulating factors before 
amplified or damped signal via spinothalamic 
tract 


Transmission 


• 2nd segment - transmission from spinal via 
spinothalamic tract to brainstem and 
thalamus. 

• 3rd segment - transmission of signals 
between thalamus to somatic sensory 
cortex. 


• • 
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Modulation 


Descending system, occurs when neurons in 
the thalamus and brainstem send signals 
back down to dorsal horn of spinal cord. 

Excitatory glial cell amino acids - tend to 
persist or amplify pain. 


Perception 

Final phase - it is when patient becomes 
conscious to pain 

Pain perception - sum of complex activities 
in CNS that may characterise pain and its 
intensity 











Factors affecting pain reaction 

• Ethnic/Cultural values 

• Age/Developmental Stage 

• Environment and support persons 

• Past pain experiences 

• Meaning of pain 

• Anxiety and stress 

• Expectations and Placebo effect 


Ethnic and cultural values 


• Because of their beliefs, attitudes & 
behavior, minority pain patients may 
be perceived as needing less pain 
medications. 

• Linguistic barriers 

• Pain practitioners’ beliefs and 
attitudes 

• Cultural differences on the expression 
(reporting) of pain 


Anglo-Americans and pain 

Appear calm, little complaining or moaning 
when in pain 

Prefer to keep pain private 
Pain is a biological warning signal indicating 
something is wrong but must be relieved 
fast (pain is unnecessary) 

Assume “detached role” & trust their 
doctors & medical technology 
Pain endurance is expected (“good 
patient”) 


Jewish-Americans and pain 

Ready to express pain & expect sympathy from 
others. 

Skepticism toward health professionals. 

Reluctance to take analgesics because of 
concerns on possible side effects. 

After pain relief, they remain suspicious, depressed, 
and pessimistic (pain could recur). 


Asians and pain 


Inconsistent picture. Some studies find them stoics, and 
others quite sensitive. 

Maintain a passive, reserved role, compliant with Rx, 
rarely ask questions to doctors. 

Chinese believe in the efficacious, strong and rapid 
action of pharmaceuticals. 

Preference for externally applied agents. 

Dental drilling pain (Moore, 1990), is considered a dull 
“suan tong” 


Age 

> can greatly influence client’s perception 
of pain 

> they may continue pain behaviors 
learned as children and may be reluctant 
to admit pain or seek medical care 
because they fear the unknown or fear 
how treatment may impact their life style 

> older adults may ignore their pain 
believing as it is a consequence of aging 


Physical environment 

Living conditions, material resources and even 
weather changes. For example: many patients with 
arthritis pain report increased discomfort during 
cold, damp weather conditions 

Those with low back pain may be affected by the 
type of mattresses on which they sleep or the 
degree of lumbar support provided by chair on 
which they sit 


Social environment 


includes family, friends, co-workers, health 
care professionals and an assortment of 
strangers with whom the person may come 
in contact 

other family factors such as marital conflicts 
role changes and withdrawal from family 
activities are often reported 


Past pain experiences 

> Previous experiences with pain often 
influences client’s reactions 

> Past coping mechanism may affect client’s 
judgments about how pain will affect their 
lives and which measures they can use to 
successfully manage the pain on their own 


Meaning of pain 

> Pain can have a range of different meanings for 
people 

> Pain serves a quite a useful purpose when it draws 
attention to injury or illness 

> Many pain pass very quickly and have a limited 
impact on the person's life 


> The pain of child birth 


Gender 


> A number of studies have shown that women 
both perceive and express more pain than men 

> Whereas other studies have demonstrated no 
difference between the sexes 

> Studies suggest that women are more willing to 
accept help than men 

> Men tend to be less willing to report pain, 
particularly to females 


Anxiety and stress 

It may exacerbate pain as well as introduce barriers 
to pain relief 

Fear is a sense of discomfort with a defined or a 
specific stressor (may be fear of tests, treatments 
procedures or a diagnosis on an outcome) 

Anxiety is a sense of uneasiness or discomfort with 
no concrete causative factor or a specific stressor 

Muscular tension and increased metabolism are 
common symptoms of anxiety that can cause pain 


Placebo effect 


> The placebo effect is the phenomenon whereby a 
patient's symptoms can be alleviated by an 
otherwise ineffective treatment; most likely because 
the individual expects or believes that the 
treatment will work. 

> The placebo effect is actually a generic term for 
various effects that cause people to reinterpret their 
illness or symptoms. 


Tools for Measuring Pain 


Initial Pain Assessment 

1. McGill-Melzack Pain questionnaire 

are useful to obtain the initial data 
and to provide information 
regarding the multifaceted nature 
of the pain experience 


2. Single-Item Assessment 

◦. Visual Analogue Scale 

Use for children > 8 who 
understand the concept of order 
and number 

Instructions for the VAS are 
available in multiple languages: 
English, Spanish 
In general: 

• Scores of 0-4 indicate none to minimal 
pain 

• Scores 5-6 indicate moderate pain 

• Scores of 7-10 indicate moderate to 
severe pain 



Simple Descriptive Pain Intensity Scale 
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Figure 13-3 Examples of pain intensity scales. 
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b. FACES pain intensity measures 

- Use for children > 3 years old 

- Self reports are valid and preferred for most 
children > 3 years old 

- In general: 

• Scores of 0-2 indicate minimal 
pain to no pain 

• Scores of 3 indicate moderate 
pain 

• Scores of 4-5 indicate 
moderate to severe pain 



Nursing Process 



Assessment 


patient’s description of the pain 

other factors that may influence pain 

patient’s response to pain relief strategies 

documentation of the pain level as rated on a 
pain scale (tools) 

part of a thorough pain assessment includes 
assessing the patient’s expectations and 
misconceptions about pain 


Pain responses: 

• Involuntary 

- Physiologic responses mediated by 
stimulation of ANS 

- Tachycardia, hypertension, 
hyperpnea, diaphoresis, mydriasis 

• Voluntary 

- Behavioural or emotional response 


Pain responses: 


• Adaptation - due to endorphins 

counteracting pain when 
pain has lasted for many 
hours / days 

Note that the involuntary physiologic 
responses are short-lived as the body adapts 
to the stress. 

Although it is important to observe for any 
and all pain behaviors, the absence of these 
behaviors does not indicate an absence of 
pain. 


Pain classification terms: 

• Physiological pg/'n 

pain when an intact, properly 
functioning nervous system sends 
signals that tissues are damaged 

• Somatic 

originates in the skin, muscles, 
bones and connective tissues 

• Cutaneous pain 

occurs over body surface or skin 





Radiating pain 

felt at a source and extends to 
surrounding tissues. 

Visceral gain 

results from activation of pain 
receptor or hollow viscera; tends to 
be poorly located and may have a 
cramping quality and feeling sick. 

Neurogathic gain 

experienced by people who have 
damaged/malfunctioning nerves, 
abnormal due to illness and 
abnormal nerves in PNS or CNS. 
Typically chronic, burning, tingling 
and electric shock like pain. 



Peripheral neuropathic pain 

follows damage and or sensitization of 
peripheral nerves. 

Central neuropathic pain 

results from malfunctioning nerves in 
the CNS. 

Symoathetically, onaintained pa/n 

occurs occasionally when abnormal 
connections between pain fibers and 
SNS. Perpetuate problems with both 
the pain and sympathetically 
controlled functions. 



Assessment 


Onset 

Provocation/ palliation 
Quality 

Region/ radiation 

Severity 

Time 


History: 

1. Location - “where is your pain?” 

2. Intensity 

3. Quality - “how would you describe your 

pain?” 

4. Pattern 

a) time of onset (“when did/does the pain start?); 

b) duration (“how long have you had it? how 
long does it last?); 

c) constancy (“do you have pain free periods? 
when? for how long?) 

5. Precipitating factors - “what triggers the 

pain? what makes it worse?” 


6. Alleviating factors - “what measures or 

methods have you found helpful in 
lessening or relieving the pain? what 
pain medications have you used? 
what pain medications do you use?” 

7. Associated symptoms - “do you have 

other symptoms before, during, after 
the pain?” 

8. Effects on ADL - “how does it affect your 

daily life?” 



9. Past pain experiences - “tell me about 

your past pain experiences that 
you have had and the 
effectiveness of pain relief 
measures” 

10. Meaning of pain - "how do you 

interpret your pain? what 
outcomes do you expect from 
this pain? what do you fear most 
about this pain?” 

11. Coping resources - “what do you 

usually do to help cope with pain? 

12. Affective response - “how does the pain 

make you feel? anxious? 
depressed? frightened? tired? 
burdensome?” 



NURSING DIAGNOSIS 


Pain Related Nursing Diagnosis 

Diagnosis 

Etiology 

Activity intolerance 

Related to unrelieved pain 

Ineffective coping strategies 

Related to lack of knowledge of possible 
methods of coping 

Powerlessness 

Related to lack of participation in decision 
making process 

Anxiety 

Related to experience of poor pain control 

Sleep pattern disturbances 

Related to lack of exposure to information 
resources 

Knowledge deficit 

Related to lack of exposure to information 
resources 

Fear 

Related to anticipation of pain experience 



Identifying goals 

The first factor is the severity of the pain as judged by the 
patient. 

- reducing intensity, duration, frequency of pain 
occurring 

The second factor is the anticipated harmful effects of 
pain. 

- reducing immobility, sleep deprivation, inadequate 
nutrition 

The third factor is the anticipated duration of the pain. 

In patients with pain from a disease such as cancer, 
the pain may be prolonged, possibly for the 
remainder of the patient’s life. 

A different set of interventions is required if the pain 
is likely to last for only a few days or weeks. 


Management of Pain 

A. General Strategy for pain management: 

1. Acknowledging the clienVs pain 

a. Verbally acknowledge the presence of 

the pain 

b. Listen attentively to what the client says 
about the pain 

c. Convey that you are assessing the 

client’s pain to understand it better, 
not to determine whether the pain is 
real 

d. Attend to the client’s needs promptly 



2. Assisting support persons - give 

information; discuss their emotional 
reaction 

3. Reducing misconceptions about pain 

4. Reducing fear and anxiety - 

encouraging verbalization, 
being honest and sincere, 
promptly attending to their 
needs and giving accurate 
information 



B. Pharmacologic Management 
1. Narcotic Analgesics 

Narcotic analgesics (pain medicine), 
such as butorphanol (Stadol) and 
meperidine (Demerol) are usually 
given directly into an IV already in 
place 

Effects are felt within two to four 
minutes and are often described as 
"taking the edge off" of pain. Doses 
may be repeated every couple of 
hours and effects on the body such as 
respiratory depression are minimal 


o Continuous infusion of opioids is most 
effective in maintaining continuous 
pain relief with minimal risk of 
respiratory depression, especially in 
infants 

o Intermittent Dosing is most effective when given 
in small, frequent doses. These scheduled 
doses should be given around the clock to 
avoid large peaks and valleys in pain 
control. Do not give the scheduled dose if 
a patient is experiencing increased 
sedation or respiratory depression 



o Pal ent-controlled-analgesia (PCA) 

combines the benefits of continuous 
infusion and PRN dosing and has 
the added benefit of putting the 
patient/family in control of the child’s 
pain. 

PCA can be used in children who can 
understand the concept of cause and 
effect. 







2. Non Narcotic Analgesics 


- NSAIDS and acetaminophen are 
effective for acute or chronic painful 
conditions of mild to moderate 
intensity. 

- NSAIDS work primarily on the 
peripheral nervous system to provide 
pain relief. 

- It is safe to administer a non-opioid 
and an opioid at the same time. 



o Common side effects of NSAIDS include 
Gl irritation/upset and antiplatelet 
effects contributing to some bleeding 
tendencies. 

o NSAIDS have a ceiling effect, which 
means that increasing the dose above 
the recommended dose will not 
provide additional analgesia. 

o Acetaminophen may be used for mild- 
moderate pain intensity or in 
conjunction with NSAIDS or narcotics. 



3. Anesthetics 

* Local Anesthesia 

These numbing medications usually affect a 
small area. 

* Pudendal Block 

Considered one of the safest forms of 
anesthesia and serious side effects are rare. 

* Epidural Anesthesia 

Epidural anesthesia involves the placement of 
a small catheter into the lower back by an 
anesthesiologist. 

A continuous infusion of medication is 
administered through the catheter to provide 
a constant level of anesthesia. 



o Epidural anesthesia provides excellent 
pain relief but has some side effects 
like: 

>Decrease in blood pressure 

>Breathing problems 

>Severe headache, dizziness or, 
rarely, seizures 

o An epidural block, which is epidural 
anesthesia using a higher dosage of 
numbing medication, can be used for 
surgery. 



Spinal Block 

A spinal block is given as an injection into the 
lower back. A spinal block numbs the lower 
half of the body, provides excellent relief 
from pain and starts working quickly. It has 
the same side effects as epidural anesthesia. 

General Anesthesia 

General anesthetics are medications that 
cause a loss of consciousness. 

General anesthesia is given in one of two 
ways: 

o through a face mask 
o injected through an IV line 



o It works very quickly and results in 
almost immediate loss of consciousness 

o After general anesthesia wears off, the 
patient may feel woozy and tired for 
several hours 



C. Non-Pharmacologic Management 

• Patterned Breathing 

these breathing techniques provide 
comfort and focus thus reducing 
anxiety and muscle tension 

breathing enhances oxygen flow 

• Water 

- whether lying in the bubbling water of 
the jacuzzi tub or sitting on a shower 
stool using the hand-held shower 
massage, the combination of warmth, 
water pressure and sound is very 
comforting. 


Heat and Cold 

effectiveness and mechanisms of action 
need further study 

temperature changes to provide pain 
relief are within 4-5 degree of the body 
temperature 

temperature should be readjusted 
every 5 to 15 minutes 

care must be taken to assess the skin 
before treatment and to protect the 
skin from direct application of the 

ice 

heat should not be applied to a painful 
area that is the site of acute untreated 
infection 



Massage 

Stroking or rubbing the neck, shoulders, 
back, feet or hands. No fancy 
techniques are required. Receptors in 
the skin pick up the signal of touch and 
elevate endorphins. Bare skin receives 
the signal best. Unscented lotion are 
helpful for massage. 

Attention Focusing and Meditation 

Fear and anxiety cause the release of 
stress hormones. The patient may ease 
these feelings by envisioning a pleasant 
scene. 

Focuses one’s attention away from pain 

Provides peace and energy to the 
meditator 



Transcutaneous Electrical Nerve Stimulation 

electrodes applied to the skin to produce a 
tingling, vibrating or buzzing sensation in the 
area of pain 

has been used in both acute and chronic 
pain relief 

activates the large diameter fibers, which 
stimulates inhibitory neurons in the spinal 
cord and engage the descending 
analgesic system 

pain is relieved by endogenous opiate 
activity 



Acupuncture 

- very thin metal needles are skilfully 
inserted into the body at designated 
location and at various depths and 
angles 

through needle insertion, various 
physiologic processes can be 
influenced or controlled and are 
determined by the specific pathologic 
condition and the desired physiologic 
effect 



Music 

used to relieve pain 

exact mechanism is unknown but theories 
show that it promotes distraction, release of 
endogenous opioids and disassociation 

Hypnosis 

is based on suggestion, dissociation and the 
process of focusing attention 

methods: 

a. Suggestion to alter the character of 
the pain or one’s attitude towards it 

b. Body disorientation and dissociation 

c. Anesthesia and analgesic for 
superficial and deep sensation 



Guided Imagery 

helps the client visualize a pleasant 
experience 

the client is coached to visualize a 
scene and imagine the sensory 
aspects of the scene, the sound, the 
sight and the emotion expressed 

it relieves pain by distraction, 
relaxation response and possibly 
diminishes the source of pain 

- requires time to teach patient and 
time for patient to practise 



Humor 

it is believed that this intervention 
increases the number of natural 
killer cells of the immune system 

it is usually important in the 
implementation among cancer 
patients 

it is postulated that it elevates the 
endorphin levels in the body 



Biofeedback 

refers to the variety of techniques that 
provide a client with information 
about the changes in bodily function 
of which the client is usually unaware 

- the purpose of biofeedback in pain 
management is to teach self control 
over physiologic variable that relate 
to the pain 



Therapeutic touch 

is the type of pain management 
that has been used for disorders 
such as tension headaches 

- 3 steps: 

a. Become focused or concerned in a 
meditative state 

b. Assess the client energy field 

c. During the treatment, use your 
hand to realign the energy field and 
return it to normal 



Stimulation procedures (intermittent 
electrical stimulation of a tract or centre 
to inhibit the transmission of pain 
impulses) 

> Deep brain stimulating techniques 
used for neuropathic pain and 
chronic cluster headaches 



Surgical Management: 

• Neurectomy 

Interrupts cranial or peripheral 
nerves by an incision. 

• Rhizotomy 

Interruption of the dorsal nerve root 
area close to the spinal cord. 

• Cordotomy or Spinothalamic Tractotomy 

The surgical interruption of pain¬ 
conducting pathways within the 
spinal cord. The incision is made in 
the anterolateral pathway opposite 
the side on which the pain is 
located. 



Tractotomy 

Surgical resection of the 
anterolateral pathway in the 
brainstem 

Gyrectomy 

Removal of the postcentral gyrus 
(part of the sensory cortex of brain) 

Hypophysectomy 

Destroying of the pituitary gland by 
injection with absolute alcohol 

Nerve block 

Chemical interruption of a nerve 
pathway by injecting a local 
anesthetic into a nerve 



Sympathectomy 

pathways of the sympathetic division 
of ANS are severed. 

Spinal cord stimulation 

used with persistent pain that has not 
been controlled with less invasive 
therapies, insertion of electrodes. 



Hy pop hysectomy 



Fifth nerve 
(trigeminal) 
rhizotomy 


Cervical 
cordotomy 


Thoracic 
cordotomy 


Myelotomy 


Ninth nerve 
neurectomy 


Sympathectomy 


Dorsal 
rhizotomy 



Peripheral neurectomy 
(at any point distal 
to sympathetic cord) 



















Evaluation 


Expected patient outcomes: 

• Relief of pain, evidenced when the patient rates pain at 
a lower intensity (on a scale of 0 to 10) after intervention 

• Rates pain at a lower intensity for longer periods 

• Correct administration of prescribed analgesic 
medications, evidenced when the patient or family 

> states correct dose of medication 

> administers correct dose using correct procedure 

> identifies side effects of medication 

> describes actions taken to prevent or correct side- 
effects 


Evaluation 


Use of nonpharmacologic pain strategies as recommended, 
evidenced when the patient: 

> reports practice of nonpharmacologic strategies 

> describes expected outcomes of nonpharmacologic 
strategies 

Minimal effects of pain and minimal side effects of 
interventions, evidenced when the patient: 

> participates in activities important to recovery (eg, 
drinking fluids, coughing, ambulating) 

> participates in activities important to self and to 
family(eg, family activities, interpersonal relationships, 
recreation) 

> reports adequate sleep and absence of fatigue and 
constipation 


Drug comparison 


Nociceptive pain 

>Opioid 

analgesics 

>Non-opioid 

analgesics 


Neuropathic pain 
> Adjuvant analgesics 
-certain 

antidepressants (e.g. 
imipramine) 

-anticonvulsants (e.g. 

carbamazepine, 

gabapentin) 

-local anesthetics/ 

antidysrhythmics (e.g. 
lidocaine) 


Table 13-2 ... 

SELECTED OPIOID ANALGESIC AGENTS COMMONLY USED FOR MODERATE AND SEVERE 
PAIN IN ADULTS 

Name 

Starting Dose 
■: mi lligr am s * 

Moderate Pain Severe Pain 

Comments 

Precautions and Contraindications 

Morphine 

_ 30-60 (oral) 

Acts as an agonist at specific opioid 

Use with caution, especially in elderly 


10 (parenteral) 

receptors in the CNS to produce 

patients, very ill patients, and those 

Codeine 

15-30 (oral) 60 (oral) up to 

analgesia, euphoria, and sedation. 

Acts as an agonist at specific opioid 

with respiratory impairment. Major 
risks include respiratory' depression, 
apnea, circulatory depression, and 
respiratory arrest, shock, and cardiac 
arrest. Obtain history of hypersensi¬ 
tivity to opioids. Monitor patient 
closely. If prescribed in correct dose, 
oral preparations {MS Contin} are 
effective in treating moderate and 
severe pain. 

Many preparations of codeine and the 


360/24 h 

rezeptors in the CNS to produce 

other opioids in this table are combi¬ 

Oxycodone 

5 (oral) 10-20 (oral) 

analgesia, euphoria, and sedation. Is 
also an antitussive. 10% of people lack 
the enzyme needed to make codeine 
active. Codeine may cause more 
nausea and constipation per unit of 
analgesia than other mu agonist 
opioids. 

Acts as an agonist at specific opioid 

nations with nonopioid analgesic agents. 
Caution must be used in patients with 
impaired ventilation, bronchial asthma, 
increased intracranial pressure, or 
impaired liver function and in elderly 
and very ill patients. 

Caution must be used in patients with 

(QxyContin) 


receptors in the CNS to produce 

impaired ventilation, bronchial asthma. 



analgesia, euphoria, and sedation. 

increased intracranial pressure, or 
impaired liver function and in elderly 
and very ill patients. 







Oxycodone 

(OxyContin) 

5 (oral) 

10-20 (oral) 

Acts as an agonist at specific opioid 
receptors in the CNS to produce 
analgesia, euphoria, and sedation. 

Caution must be used in patients with 
impaired ventilation, bronchial asthma, 
increased intracranial pressure, or 
impaired liver function and in elderly 
and very ill patients. 

Meperidine 

(Demerol) 

50 (oral) 

300 (oral) 

75 (parenteral) 

Acts as an agonist at specific opioid 
receptors in the CNS to produce 
analgesia, euphoria, and sedation. 
Shorter acting than morphine. 
Meperidine is biotransformed to 
normeperidine, a toxic metabolite. 

Normeperidine, a toxic metabolic of 
meperidine, accumulates with repetitive 
dosing, causing CNS excitation. High 
risk for seizures. Should be avoided in 
patients with impaired renal function 
who are receiving MAC inhibitors. Is 
irritating to tissues with repeated 
intramuscular injections. Chronic use 
should be avoided. Should not be used 
for more than L or 2 days. 

Propoxyphene 

(Darvon) 

65-130 (oral) 


Weak analgesic; acts as an agonist at 
specific opioid receptors in the CNS 
to produce analgesia, euphoria, and 
sedation. Many preparations include 
nonopioid analgesic agents; biotrans- 
formed to potentially toxic metabolite 
(norpropoxphene) . 

Accumulation of propoxyphene and toxic 
metabolites occurs with repetitive 
dosing. Overdose is complicated by 
seizures. Propoxyphene is not 
recommended for older adults or 
patients with renal impairment. 

Hydrocodone 
(Vico Jin) 

5-10 (oral) 

- - 

— 

Most preparations are combined with 
nonopioid analgesic agents. 

Tramadol 

(Ultram) 

50-100 (oral) 


Unique mechanism; analgesia 
results from the synergy of two 
mechanisms. Maximum dose is 

400 mg/day. 

Most common side effects are dizziness, 
nausea, constipation, and somnolence. 
Lowers seizure threshold. 



Nursing Diagnosis: Pain 

Goal: Relief of pain or decrease in intensity of pain 


Nursing Interventions 

1. Reassure patient that you know pain 
is real and will assist him or her in 
dealing with it. 

2. Use pain assessment scale to iden¬ 
tify intensity of pain. 

3. Assess and record pain and its char¬ 
acteristics: intensity, location, quality, 
frequency, and duration. 

4. Administer balanced analgesic 
agents as prescribed to promote 
optimal pain relief. 


Rationale 

1. Fear that pain will not be accepted as 
real increases tension and anxiety 
and decreases pain tolerance. 

2. A pain assessment scale provides 
baseline for assessing changes in 
pain level and evaluating interven¬ 
tions. 

3. Data assist in evaluating pain and 
pain relief and identifying multiple 
sources and types of pain. 

4. Analgesic agents are more effective 
if administered early in the pain 
cycle. Simultaneous use of analgesic 
agents that work on different por¬ 
tions of the nociceptive system will 
provide greater pain relief with fewer 
side effects. 


5. Readminister pain assessment scale. 


6. Document severity of patients pain 
on chart. 


7. Obtain additional prescriptions as 
needed. 

8. Identify and encourage patient to 
use strategies that have been suc¬ 
cessful with previous pain. 

9. Teach patient additional strategies to 
relieve pain and discomfort: distrac¬ 
tion, relaxation, cutaneous stimula¬ 
tion, etc. 

10. Instruct patient and family about po¬ 
tential side effects of analgesic 
agents and their prevention and 
management. 


5. This permits Assessment of effec¬ 
tiveness of analgesia and identifies 
need for further action if ineffective. 

6. This assists in demonstrating the 
need for additional analgesic agents 
or alternative approach to pain man¬ 
agement. 

7. Inadequate pain relief results in an 
increased stress response, suffering, 
and prolonged hospitalizations. 

8. This encourages use of pain relief 
strategies familiar to and accepted 
by patient. 

9. Use of these strategies along with 
analgesia may produce more effec¬ 
tive pain relief. 

0. Anticipating and preventing side ef¬ 
fects enable the patient to continue 
analgesia without interruption be¬ 
cause of side effects. 


Exercises 

44-year-old man is admitted to the hospital with a traumatic 
amputation of his left lower leg as a result of a motor vehicle 
crash 

transferred to an orthopedic unit postoperatively after 
emergent debridement and revision of his stump 

has received 2 mg of morphine IV prior to leaving the 
postanesthesia care unit 45 minutes ago 

after assessing his vital signs and incisional dressing, the nurse 
notes that the patient rates his pain intensity as an 8 on a 0-to- 
10 scale. 

patient's analgesia orders include IV morphine delivered by 
PCA pump with a basal rate of 1 mg/h and additional 1 mg 
that may be delivered on demand with a lock-out set so that 
no more than 4 mg may be administered per hour. 

Identify the evidence base and strength of the evidence that 
would guide the nurse to decide how much morphine to 
administer to this patient. 



